MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

DO NOT WRITE
ON THIS $STUB

Registration District No

] rimary Registration District No. lQQS__Regmuu Ne.

~-63-004081

369

STATE FILE NUMBER

VS 300
Rev. 4/59

L4

[OATE AMENDED

1. _PLACE OF DEATH
a. COUNTY

a. STATE

2. USUAL RESIDENCE (Where deceased lived.-

Mo

b. COU

(f institution: Residence before

INTY admission)

b. Céfg‘f‘ (If outside corporate limits, give TOWNSHIP only)

1OV g, TOUTS, MISSOURI

Length of stay in 1b

c. CITY

783“" 37-_ /‘au!-s

Inside Limits
Yes O MNo O

c. FULL NAME OF (1 NOT in itel, give location,
*“ HOSPITAL OR Jorwitel. 9 ion)
INSTITUTION

BARNES HOSPITAL

imside Limits
Yes[] No O

d. STREET
ADDRESS

(¥ outslde, give location)

Reside on Farm -

Yos O No [

6309 VepmenT

wojiwmlNle|lo|la|awlwm
vlo| |-

o

USE BLACK INK
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INSTEAD OF

SHOULD READ

DOCUMENT

ITEM NO.

BY AFFIDAVIT OF

3. NAME OF DECEASED
(Type or print}

First

MILDRED

Middls

8.

Last

SCHOEN

4. DATE
OF -
DEATH'

Month Day

JAN. il

Year

" 1963

5. SEX 6. COLOR OR RACE

Feumbhe | WHiTe

7. Married [ Never Married [
Widowed [

 Divorced [

8. DATE OF BIRTH

10a. USUAL CCCUPATION (Give kind of work done
during most of working life, even 1f retired)
Searer Any

13a. FATHER'S NAME

Az Hony Y Lign)

Tere (payors

13b. MOTHER'S MAIDEN NAME

LNASTATIA

57

9. AGE [last birthday)

IF UNDER 1 YEAR
Months | Days

IF UNDER 24 HR
Hours Min.

Jonve
T0b. KIND OF BUSINESS OR INDUSTRY| 11. BiRT "Et'l‘g'“up 'ACE (City and stata oF country).

a NK ST L

v /S ”0

17, CITIZEN OF WHAT COUNTRY

.S A

SADAs

14. N

ﬁ"a&&'e

OF HUSBAND OR WIFE

S cHeed

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

18, SOCIAL SECURITY NC.

{Yes, no, or unknown) I(If yes, give war or dates of servil

MEDICAL CERT“-'"ICATION

16. CAUSE OF DEATH (Entor only one cause per line
PART I. DEATH WAS CAUSED BY:

17. INFORMANT

1 FORG e

S e doen

J:r'-zr /’/oe dae &

IMMEDIATE CAUSE (a)

CARCINOMA OF CERVIX

INTERVAL BETWEEN
. ONSET AND.DEATH

3 years

Conditicns, if any, DUE T (b)

which gave rise to
sbove cause (a),
tating the under-

lying <aute last. DUE TO ¢}

/71K

PART I,
, disease condition given in PART |

OTHER SIGNIFICANT con‘nons CONTRIBUTING TO DEATH but nof related to the termine!
(w}

PART 110, If dacoased was femoale was
there a pregnancy in tast 90 days.

LD Yes ]}ﬂ:] No l 0O Unknown

19. WAS AUTOPSY
PERFORME!
YEs:] N

20a. ACCIDENT  SUICIDE  HOMICIDE
[ a m]

20h. DESCRIBE HOW INJURY QOCCURRED. (Enter neture of

njury in PART I or PART | of item 18.)

Hour Month, Day, Year
a.m.

p.m,

20c. TIME OF
INJURY

20d. INJURY OCCURRED 20w, PLACE OF INJURY [e.g.,
WHILE AT WORK ]

NOT WHILE AT WORK []

farm, factory, sweet, office bldg., efe.)

in or about hame,

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. | attendad the deceased from. 9!2?!62

lo_._.llllL63_md last saw n:’,:‘ alive oﬂ_l&sz_—_

m on the date stated above, &nd fo tha best of my knowledge, from the causes stated.

Death occurred nl__,.l_g_]é_p‘.m.._

23b DATE -

2 REMO‘!"AL [ MAin'y:N'
[? Chrov 8L

M.D.

2%, ADDRESS ™

BARNES HOSPITAL

22¢c. DATE SIGNED

-~ 1 2.3

NAME OF CEMETERY OR CREMATORY

T /%, z%t\AMe C’%v Les (Cem

23d LOCAT ION {C

Fry, town, of cnumy) (State)

ADDRESS,

7,
xXn ki g

24, F ERAL DIRECT

s - . s

4.

25. DATE RECD. BY LOCAL REG

“ ) '.

e




STATEMENT. BY LICENSED EMBALMER

{ hereby certify that the body whose name is recorded on the reverse side of this ceriificate was embalmed by me,

-_ T .
: Student Embalmer No.

or by

working under my personal supervision. . /"7 ) ey 4 f/
. 4 L/M
S . } / o y : -
Signed__ -'Cé W VA Z/MA/A;/M—"

Student.
Signature of Student Embalmer .
LicC;zsed Embalmer No.

-POAddress /2/' Ko /‘?/M

" Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING {Failure to comply

with the above"constitutes- grounds for revocation-of license).
. If embalmed by a STUDENT, he also shali sign in his QWN handwrmng
If this body is not emball_'ned fact should be so stated above.




